We report on a rare case of an intraosseous epidermoid cyst in the distal phalanx of the great toe with concurrent infection in a 71-yearold woman with diabetes mellitus. The lesion was initially considered simple infectious arthritis and concomitant osteomyelitis in a patient with diabetes. However, after surgery, an intraosseous epidermoid cyst originating from the nail bed and involving the articular surface of the distal phalanx was detected. The epidermoid cyst may have contributed to the infectious arthritis in the interphalangeal joint. The lesion was treated via mass excision, arthrotomy, debridement, and intravenous antibiotics.
can be seen on the ultrasound. However, if it is small, it can mimic a cyst. Larger masses can be a little heterogeneous. Also, magnetic resonance imaging (MRI) shows variability of signal intensity depending on different cases, and times.
3)
We report a unique case of IEC of the hallux after informed consent from the patient, which is associated with the nail bed and concomitant septic arthritis in the interphalangeal (IP) joint.
CASE REPORT
A 71-year-old woman was being followed-up at the Department of Rheumatology for Takayasu arteritis, and was referred to our foot and ankle clinic (a tertiary referral center). She complained of having a fever since 10 days along with recently developed pain and swelling of the right great toe. Passive motion of the great toe's IP joint was painful and we observed tenderness in that area. There was no discharge or skin wound, and she did not recollect any surgery or trauma that involved her right great toe.
Blood tests revealed C-reactive protein levels of 6.28 mg/dL, erythrocyte sedimentation rate levels of 55 mm/hr. Foot radiography revealed a localized osteolytic lesion at the base of the right great toe's distal phalanx, although the lesion's margin was neither sclerotic nor identifiable. The medial side of the subchondral Although epidermoid inclusion cysts are common and easy to diagnose in the soft tissues, intraosseous epidermal cysts (IECs) are rare lesions that have been reported to occur in the hand, and skull, and even less frequently in the foot.
1) A congenital etiology with intraosseous inclusion of the embryonic epithelial tissue has been proposed, although post-traumatic or iatrogenic events remain the most prevalent hypotheses.
2)
It is difficult to diagnose IECs, and histopathological examination is needed to confirm the diagnosis. The differential diagnoses include metastatic tumors, psoriasis, gout, aneurysmal bone cyst, giant cell tumor, and chronic osteomyelitis.
1) The typical radiographic feature is a well-defined radiolucent or osteolytic lesion that causes bone expansion and cortical thinning, and bony sclerosis or reaction is typically absent. However, radiographic diagnosis of this lesion remains challenging, especially when atypical radio- One report has described IEC with concomitant paronychia in the great toe. 8) In that case, the patient underwent multiple operations and the great toe was ultimately amputated because of multiple recurrences and sudden deterioration in the patient's general condition. In the present case, our patient achieved appropriate healing after mass excision, incision, debridement, and antibiotic treatment. However, the postoperative follow-up was relatively short, and we must carefully monitor the patient for recurrence of the lesion.
Although the preoperative radiographic findings favored infectious arthritis with concomitant osteomyelitis, the MRI findings suggested that the lesion should be histopathologically differentiated from other mass lesions, including enchondroma, giant cell tumor of the tendon sheath, and aneurysmal bone cyst. Also, IECs in the digits are commonly located at the distal aspect of the distal phalanx, but the IEC in the present case was located in the proximal aspect.
2) Unfortunately, we were unable to reach a definitive diagnosis of an IEC with concurrent infection until our intraoperative visual examination and histopathological confirmation.
In the present report, we described a unique case of IEC of the hallux, which was associated with the nail bed and concomitant usual septic arthritis in the IP joint. Before surgery, this lesion was presumed to be septic arthritis and concurrent osteomyelitis of the distal phalanx in a patient with diabetes mellitus; however, it was distal phalanx and the medial side of the joint surface. We performed meticulous debridement with complete mass excision.
The excised mass was histopathologically examined, and the biopsy findings were consistent with an IEC (Fig. 3, 4) . Bacterial culture also revealed the growth of coagulase-negative staphylococcus which were sensitive to first generation cephalosporin.
Intravenous cefazolin was administered for 4 weeks after the operation. The surgical wound was healed well without recurrent infection during the 2 months' follow-up. . Histopathological findings (H&E stain, ×100). The intraosseous epidermoid cyst consists of the cyst wall (asterisk), granular layer (arrow), and copious keratin material (arrowhead). The cyst wall is lined with squamous cell epithelium and contains some skin appendages.
DISCUSSION

